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The purpose of this research was to find the differences in
the use of medical care between black males and white males and
between young black males and older black males.

A combination of

the conflict perspective, formal-rationality, sick roles, and
social learning perspective was used to understand what black males
think about using medical care.

Secondary analysis was performed

on data from the 1992 National Health Interview Survey.

ANOVA, t

tests, correlation analyses, and multiple regressions were
performed to determine the differences in the use of medical care
and what factors influenced visiting a doctor.

Results indicate no

difference in the number of doctor visits per year for black and
white males.

Differences in the number of doctor visits were found

to be associated with place of residency and age.

Education,

employment, and number of conditions were the three factors that
had the most influence on the number of doctor visits.
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CHAPTER I
INTRODUCTION

The health of people varies from one society to another, and
it often varies among different groups within a society. In many
cases the differences in health status between groups within the
same society are related to social factors such as employment,
education, and social class (Waitzkin 1983).

The study of a

society's health status and the factors involved is called social
epidemiology (Cockerham 1995; Waitzkin 1983). Although the field of
epidemiology in its earliest design focused on the causes of
epidemics or diseases that plagued society, current social
epidemiologists investigate the incidence and prevalence of
injuries, drug addiction, alcoholism, and suicide, as well as
degenerative diseases such as heart disease and cancer (Cockerham
1995; Waitzkin 1983).

As the demographic make-up of our society

changes so will changes from infectious to degenerative diseases.
One of the biggest changes facing society today is the "graying of
America" (Joyce 1994).
As members of the baby-boom population begin to grow older
they will place a greater demand on available medical services.
Older Americans have more chronic illnesses and more age related
diseases requiring long-term treatment.

Meanwhile, our elected

officials battle over funding cuts in an attempt to balance the

1

2
Federal budget.

Medicaid and Medicare are likely to be targets of

the "budget ax."

With the increased need and the proposed cuts in

funds, there are more and more people to compete for scarce health
care services.

What effect will these events have on minority

groups who are not receiving adequate medical care now?
One of the minority groups that will be competing for the use
of these services is black Americans.

Even though the health of

blacks in American has improved in the last thirty years, it is
still worse than that of whites (Lieu, Newcheck, and McManus 1993).
Black infant mortality is over twice that of whites (AMA Council on
Ethnical and Judical Affairs 1990; Randall 1990), and life
expectancy of black men is almost seven years less than that of
white men (Kochanek and Hudson 1995).
With all the health-related problems that blacks currently
face, one might wonder if black Americans are using all available
medical care and not seeing the results or if they are not using
available health care services.

What variables affect the use of

health care for black men in America?

Do black men use health care

services more or less than their non-black counterparts?

Does

employment status of the two groups affect the rates at which they
see a doctor?

How does military service affect health care use?

Is income the most important factor influencing health care use?
How do all these things affect people's perception of health
status?

With those questions in mind this writer will try to

further the understanding of whether black men do or do not seek
and use available health services at the same rate as white males.
Furthermore, this researcher will try to determine which of the
available social variables affects the health-care-use rates of
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black men.
Health care is widely available in the United States, but who
uses these services is still an issue best described in terms of a
conflict perspective.

Karl Marx is commonly given the credit for

developing the notion of class conflict, but the contemporary
writings of C. Wright Mills and Ralf Darendorf are more applicable
to the subject of health care usage.

Mills (1959), in his book

The Power Elite, explained how a majority of the wealth, resources,
and power in the United States rests in the hands of a small
percentage of the population.

The people who control the medical

care industry have designed it in a manner that helps to meet their
needs while groups who lack political power are seldom considered.
Black males know that the system operates in a way that makes it
difficult for them to get the care they need.

They have watched

their families and friends try to get care, and they have learned
that the system is difficult to use.

Albert Bandura (1969) called

this method of gaining knowledge social learning.

Social learning

is learning that occurs vicariously by watching others actions.
Black men have learned, by watching others, what they can and can
not do to get health care.
Health care in the United States is notorious for being
expensive.

Black males must weigh the cost of medical care against

the potential benefit.

When black males take this course of action

to get health-care, it is referred to as a formal-rational social
action (Cockerham, Abel, and Luschen 1993).

The formal-rational

social action theory can go a long way toward explaining why black
males choose to seek medical care.
A review of the literature on the issue of medical care use
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indicates that there are several variables that combine to
influence the way black males think about and seek medical care.
Previous studies on the use of medical care have found that use of
medical care is influenced by family members, level of education,
employment status, age, miliary service, place of residency, and
other factors.

The review of literature also provided a model of

health-care use that will be helpful in understanding the use of
health care.
By using data collected by the U. S. Department of Health and
Human Services (1992) through its annual National Health Interview
Survey, statistical comparisons were made on the use of health care
between white males, black males, young black males and older black
males in an effort to understand what influences their use of
medical care.

CHAPTER II
THEORETICAL PERSPECTIVE

When examining the use of medical care by black men, it seems
appropriate to look at the theoretical perspectives which may be
employed to explain the rationale used in choosing to obtain or
abstain from the use of medical care.

One theoretical approach is

that of Talcott Parsons' social actions of actors.

Parsons

suggested that an individual's orientation to society had an
influence on his decision to seek medical care.

This orientation

covered aspects of the person's employment, education, marital
status, family status and income, to mention a few.

All of these

factors would affect an individual's social action (Parsons and
Shils 1951) .

Parsons' Sick Roles

Parsons also posited the idea of the "sick role."

As a part

of work regarding the sick role he looked at the medical profession
and addressed the issue of illness and medical professionals
directly (Parsons 1951).

It was his opinion that being sick keeps

a human being from functioning normally; thus, the sick human being
was not as functionally integrated into society as he or she could
be.

This individual, if normal, would want to be completely
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functionally integrated into society and would, therefore, seek
help in regaining normal human function (Parsons 1951).
Parsons' theory of the "sick role" is based on the idea that
individuals would know when their health was bad and how to improve
their health.

People learn from their families, friends and co-

workers how to distingush between acceptable and unacceptable
illness and health behavior.

Albert Bandura (1969) suggested that

this type knowledged was acquired through a process he called
"social learning."

Social Learning Theory

Social learning, according to Bandura (1969, p. 167), is "the
vicarious emotional conditioning which results from observing the
experiences, both positive and negative emotional effects in
conjunction with particular stimulus events."

Bandura also stated

that the amount and type of rewards or sanctions would influence
future actions.

By observing the action of others, black males

learn what is acceptable behavior.
Chances for black men to learn about acceptable ways to react
to illness come from many different sources.
are the family and the workplace.

The two most common

Both of these schools for social

learning provide positive and negative lessons on the use of
medical care by using family members and co-workers as examples of
health-seeking behavior.

A black male whose father never visited a

doctor and lived to be eighty years old cannot see the benefit of
seeing a doctor.

On the other hand, if the same black male saw his

father die at age forty from an illness which could have been
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easily treated, he can understand the benefits of medical
attention.
The same lessons can be learned in the workplace.

Black

males who see co-workers miss fewer work days because they received
a flu shot or some other type of medical treatment understand the
benefits of seeking medical care.

Not only can co-workers serve as

an example of good-health behavior but they can also be an
inspiration.

A black male who is encouraged to seek treatment for

an illness by a co-worker who himself has sought and received
treatment for the same illness will learn about the postive effect
of medical care by the co-worker's example.
Black males learn how the medical care system works to
benefit the advantaged and fails people of lower socieconomic
status when they see their friends and families denied services
because they do not have the money or insurance to pay for medical
services.

They are encouraged to get medical attention at clinics

which are commonly understaffed and poorly equipped.

Or, they even

visit the emergency of a hopital to receive the simplest of medical
care due to lack of income, transportation, or time to go during
regular office hours.

By watching others try to use the system

black males have learned that seeking medical care can be a
challenging and difficult endeavor.
Through social learning black males would know that being
sick was disruptive behavior and seek to restore their health
simply because it was the right thing to do.

This course of action

follows Parsons' ideas of the "sick role" and is similar to the
ideas of Max Weber in his writings on rationality.
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Formal-Rationality

Weber's studies, like those of other early sociologists, were
an attempt to understand the changes which were occurring in
society (Nisbet and Perrin 1977).

He believed that on a macro, or

societal, level all social action could be categorized as being
either formal-rational or substantive-rational (Henderson and
Parsons 1947) or, as Randall Collins (1986) later interpreted them,
instrumental-rational and value-rational.
The first action, formal-rational, is a societally sanctioned
action which involving "the purposeful calculations of the most
efficient means to an end" (Cockerham et al. 1993, p. 413) or as
Collins interprets "is the type of action in which the actor is
trying to accomplish something in the world by calculating how to
arrive at some end" (1986, p. 42).

This approach suggests that a

rational choice is made by society in an effort to reach an agreedupon goal, while considering the cost of such a goal, before the
task is undertaken.

In regard to the use of medical care a

formal-rational social action would explain the socialized medical
programs, such as Medicare and Medicaid in the United States, that
are implemented by the government in most industrialized countries.
These programs are designed and planned to provide health care to
individuals who have low income (Medicaid) and who are older
(Medicare), with consideration being given to both need and cost.
The other macro social action, value-rational, "is the type
of action that is an end in itself" (Collins 1986, p. 42) .
Value-rational social action places the goals of society above the
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cost of attaining them.

This view of personal health is similar in

part to Parsons' suppositions of the sick role.

Being healthy is

the goal, and it must be achieved no matter the cost (Parsons and
Shils 1951).
An example of value-rational social action in medicine is
manifested in the value our society places on the beginning and
ending periods of human life.

Billions of dollars are spent every

year to provide heart surgery to older Americans, with one fourth
of these procedures having less than a successful outcome (Koppel
1994).

But, for our society, the goal of extending human life has

great value, so much value that the cost involved with reaching
that goal is often disregarded.
Prolonging human life is not the only example of how value
rational social action is manifested in the area of medical care.
The efforts and money expended on prematurely born infants is
another example.

Billions of dollars are spent each year to save

and maintain the lives of very small, premature babies—twenty
percent of whom will be mentally retarded and be an additional
drain on the system (Koppel 1994).
Both of these perspectives can provide a framework for
understanding actions involved in seeking medical care.

However,

in the United States the Health Care System itself offers the
biggest challenge to those who seek care.

For many years the

number of people in need of medical care has been more than the
available services could handle.

Until recently there has been a

shortage of doctors, and new doctors usually establish their
practices in affluent urban areas (Collins 1993).

These doctors

are practicing more specialized medicine involving expensive tests
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and special treatments, all of which increase the cost of medical
care.

In general, the American health-care system is designed to

serve those who have the knowledge and the money to afford it.

The

system is set up to meet the needs of doctors and not the public
(Stevens 1971).

This system of health care delivery is almost a

perfect example of a conflict perspective.

Conflict perspective

holds that social institutions serve the needs of the dominant and
powerful social class that controls them (Farley 1995).

Conflict Perspective

The social conflict perspective has four basic assumptions.
1) There is an unequal distribution of wealth, power, and resources
among social groups causing these groups to have differing and
conflicting interests. 2) One group has a disproportionate amount
of the wealth and resources which gives it power over other groups
to insure its wants and needs are met. 3) Agreement between social
groups is unnatural and usually a result of force exerted by the
dominant group over other groups or the acceptance of the ideas of
the dominant by those lacking power and resources to make changes.
4) Conflict may lead to social change and, thus, is desirable
(Dahrendorf 1959; Farley 1995).
Using these four points it is easy to see how the conflict
perspective explains the medical care system in the United States
and, in turn, the use of medical care.

The first point, the

unequal distribution of power and wealth, can explain the positions
of both those who are administering medical care and those who use
it.
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In the United States doctors are members of the dominant
social group, or as C. Wright Mills (1959) referred to them, the
power elite.

According to Mills the power elite is composed of

individuals who are a part of the economic, political, or military
establishments.

Members of these groups come from higher social

classes where there is a legacy of family service to country.

They

are commonly the highest paid professionals in the United States
(Chandler 1994), which places them (financially) in the upper
social class.

We commonly call this group the "ruling class"

somewhat comparable to royalty in Europe.

Mills (1959) disliked

this title because it suggested that a specific social class has
the power to rule over other citizens.

He stated that power was

not in the hands of one social group but in the hands of a select
group of influential people who are members of the upper social
classes, although not exclusively.

Although members of the lower

social classes could possibly achieve a position of power in
America, it is unlikely.

A majority of the power and control of

the economic, military, and political segments of the country is in
the hands of a small portion of the population (Mills 1959).
Mills' work reinforces the first assumption of the conflict
perspective.

Resources and power are unequally distributed in the

United States, and one group has more control over the available
resources.

How the dominant group uses this power is a question

that should be examined as a part of the second assumption of the
conflict perspective.

The second assumption suggests that the

dominant group uses its power to ensure that its wants and needs
are met (Dahrendorf 1959; Farley 1995).

In the area of medical

care and health issues the doctors and politicians establish the
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rules and regulations that influence the use of health care in
America.

These people make decisions that establish procedure,

regulate medical insurance, set payment schedules, all of which
result in deciding who gets to see a doctor.
These members of Mills' Power Elite are also the people who
develop social policy regarding health care (Waitzkin 1983).
However, these social programs are often designed to provide
service to individuals who are similar to the program designer.
Programs like Medicare and Medicaid are established to help the
disadvantaged, but their bureaucratic methods limit access to
people from different social classes.

Even though the target group

have only limited access to established medical programs and do not
use them to their full potential,

the designers and administrators

of the programs ensure that the programs help them to reach their
desired goals.
In recent years there has been a move to reform the
health-care system in the United States, which would embrace
changes in insurance coverage, cost of procedures, and availability
of service.

These attempts at reform have met with resistance,

primarily from doctors.

Through their national organization, the

American Medical Association (AMA), they have prevented government
regulation of fees and influenced the debate over national health
care (Farley 1995).

But, doctors have relinquished some of their

power as the debate over medical cost increased.

Government and

industry, which pay for most medical care through Medicare,
Medicaid, and employee insurance, have begun to limit the amount
and the type of medical care they would pay for (Breo 1994; Capri
1993; Farley 1995; Painter, Bristow, and Todd 1994).

These actions
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reduced the power of doctors somewhat but really did nothing to
increase the power of disadvantaged individuals.

Social groups who

lack representation in Mills' power elite in turn lack the
influence to affect social policy and are forced to accept the
system as it is.

The imbalance of power between two or more social

groups corresponds with the second assumption of the conflict
perspective.

The conflict perspective infers that groups in power

use that power to ensure that their needs are met.

Doctors and

politicians are doing exactly that by controlling the medical
insurance payment and health-care regulation processes.
The first and second assumptions of the conflict
perspective--the unequal distribution of resources and the use of
those resources to insure needs are met—precipitate the third
assumption of the conflict perspective—agreements between
different and unequal social groups persist because the one social
group lacks the power to affect change (Daharendorf 1959; Farley
1995).

Evidence of this assumption was manifested in the latest

health-care debate.

The social group that stood to gain the most

from reform had the least amount of influence and was forced to
accept policy benefiting the dominant social groups.
Even though the dominant social group maintains control over
the medical resources of the country, the social groups that lack
power are continuing to voice their dismay with the current system.
Their disgust with poor access to facilities, higher cost for
services, and limited or nonexistent insurance coverage continue to
fuel the debate for reform.

The reform debate is an example of the

fourth assumption of the conflict
social change.

perspective—conflict leads to

Continued debate will eventually gain the attention
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of politicians and policy makers who will, in an effort to secure
their own positions, offer suggestions for change.

Change through

the conflict of frank, open, public debate will lead to better
medical programs and access and use of services.
Over time the Neo-Marxist conflict perspective encompassed
more ideas and information than Marx had first suggested, but the
basic premise remains intact.
power and resources.

There is an unequal distribution of

One group dominates another as part of an

effort to ensure that its needs are met.

The group lacking power

is forced to accept the rules established by the dominant group.

Systhisis of Theories

On an individual level a person may decide to seek medical
attention by incorporating parts of the three courses of action as
dictated by the social theories of Parsons, Weber, and Bandura.
Parsons' theory suggests that an individual knows the value of a
healthy lifestyle and would try to reach or maintain it.

Weber's

approach to social action through formal-rationality offers that an
individual would weigh the cost of medical care against the
potential benefit before deciding to schedule a doctor visit.

In

addition, according to Bandura's social learning theory the same
individual has seen others interact with the health-care system,
and he now knows what type of behavior is most likely to produce
positive health-care results and which is most likely to produce
negative health-care results.
Considering these theoretical approaches, in an ideal
situation a black male understands the benefits of a healthy
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lifestyle and considers the cost of medical care to be a rational
expense.

These ideas are reenforced by the postive and negative

rewards others have received when they sought or avoided medical
treatment.
On the other end of the continuum is an individual who does
think about his health from time to time but does nothing to
improve it.

For him money spent on health care does not provide

immediate rewards.

He can not understand the potential gains a

healthy lifestyle provides because his peers have not given him
examples of good health-behavior.
Allowing for the learned behavior regarding the use of
medical care, the established health-care system has provided
barriers to discourage its use by black males.

Economic barriers

such as money and health insurance often preclude the use of
services, while limited access to the best treatment keeps all but
the very privileged from receiving care.
Additional barriers to health services are associated with
the hours of operation of the health facility.

Business hours for

the health care industry are usually the same hours that most
individuals are at their jobs.
Employed black males have jobs that require them to be at
work at the same time of day that most health-care facilities are
open.

For these individuals the choice between going to work and

earning an income versus skipping work and spending money on
medical care leads to them skipping health care rather than
skipping their jobs.
A review of the literature regarding the use or nonuse of
medical care added to the understanding of health-care use by black
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men in this study.

Information about the effects of selected

independent variables on the number of doctor visits was found in
previous studies, and that information proved to be useful in
establishing a direction for this research.

CHAPTER III
REVIEW OF THE LITERATURE

Blacks have more health-related problems than do whites; yet,
blacks seek medical attention at lower rates than do whites (Lieu,
Newcheck, and McManus 1993).

Black men go to the doctor less often

than do black females (Aday, Fleming, and Andersen 1984).

There

are many different reasons why black men do not seek medical
attention; however, socioeconomic status (SES) is considered to
have a considerable effect on their decision (Coburn and Pope 1974;
Williams 1990).
Of the different variables that can be used to indicate SES,
only four will be used in this paper: income, employment status,
education, and occupational prestige.

Each of these indicators

appears to affect the rate at which black men will seek and use
medical care (Williams 1990).

Other factors which will be

considered, because they may have an effect on a person's use of
medical care, are marital status, age, military experience, and
region of residence.

Income

Income is the first indicator of SES to be examined in this
paper.

Income levels directly affect a person's ability to pay for
17
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medical care.

In her study of the use of discretionary health

service Diana Dutton (1978) found that there is a statistically
significant positive correlation between income and discretionary
use of medical services.
Black men who have higher incomes can pay for medical care
and will seek medical attention more often than black men who do
not have disposable income to spend on medical care (Davis and
Schoen 1978; Farley 1987; Miller 1987; Williams 1990).

The black

men who make just enough money to pay the bills do not have the
money to waste (as they see it) on medical care.

Or, much of their

day is spent earning an income, and they do not have the time to
seek medical care (Jennings 1995).
Having a higher income enables a person to receive preventive
medical care and treatment for medical problems while the problems
are treatable (Kolman 1976).

High income jobs are commonly held by

people with higher levels of education or advanced degrees.

Education

Black men are often unemployed, or they work in low-paying
jobs because they lack marketable job skills.

The lack of skills

is a reflection of deficiency in education and/or training a person
has received (Farley 1987).
In the last twenty years black men have increased the levels
of education they have attained; however, they average three fewer
years of education than do their white counterparts (Farley 1987;
Guralnik, Land, Blazer, Fillenbaum, and Branch 1993).

This lower

level of education directly affects income levels by keeping black
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men from having better jobs.

Education also affects a person's

ability to understand preventative health care and the point at
which a medical problem needs professional attention (Bausell 1986;
Berger and Leigh 1988; Guralnik et al. 1993) .

Employment Status

Another indicator of SES is employment status.

For a number

of years black men have had higher rates of unemployment than did
white men.

One of eight black men is unemployed as compared to 1

of 20 white men (Farley 1987).

Moreover, a job can provide a

person with the income to pay for medical care.

Having a job will

give a worker the social structure which could encourage him to
seek medical care (Coburn and Pope 1974).

The job may provide the

worker with health insurance, which, by deferring the cost of
medical attention, also encourages him to take better care of his
health (Long 1987).
Occupational Prestige

The fourth indicator of SES to be used for this research is
occupational prestige.

The higher the level of occupational

prestige, the better the chances of seeking medical attention.
While gains in occupational prestige have been made by blacks in
recent years, black females are almost exclusively the
beneficiaries of these increases (Miller 1987).

Black men lack

education and skills required to get jobs with high occupational
prestige (Farley 1987).

The jobs that black men do have are

usually service-oriented or require manual labor.
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Although some of these jobs may provide relatively high
levels of income, they do not provide the flexibility that high
level occupations provide.

A person who has a job with higher

occupational prestige can take time off from work to see a doctor
easier than can a person who has a job with lower occupational
prestige (Miller 1987).

The store manager, for example, can

arrange his work schedule to allow for an appointment to see a
doctor.

An employee who works for that manager may have problems

taking time off in the middle of his shift, which is staffed by a
specific number of workers, in order to see a physician. If he is
able to receive time off to see a doctor, he will not be paid for
the time off, which effectively lowers his income.

This lack of

automony has been shown to have a direct relation to discretionary
spending on medical care (Dutton 1978).

Moreover, most black men

decide to spend their money on basic necessities rather than on
medical care (Farley 1987).

Age

Age also affects a person's use of medical care.

Children (1

to 5 years of age) use medical care more times a year than any
other age group in America.

Ninety-two percent of children five

years old or less see a doctor at least once a year.
of seeing a doctor declines with age.

The frequency

The age group that sees a

doctor the least is between 35 and 54 years old.

The number of

times a person sees a doctor begins to increase again at age 55
(Aday et al. 1984).

It can be concluded that young children and

people in their late fifties or older use medical care more than
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middle-aged people do.

Race

While most citizens of the United States who are below the
Federally established poverty level are white, a large number of
black Americans also fall below it, and so the issue of race
compounds their problem.

Research by Jan E. Mutchler and Jeffery

A. Burr (1991) found that when socioeconomic factors were
controlled blacks reported more visits to medical professionals,
but fewer hospitalizations, than whites.

The fact that blacks are

more prone to strokes (Guilford 1992), coronary disease, diabetes,
and cancer than whites may explain the disparity in visits to
medical professionals (Keil, Sutherland, Knapp, Lackland, Gazes,
and Tyroler 1993; Krieger 1993;)-

But, blacks who do get the

medical care they need including hospitalization are less likely
than whites to receive constructive medical services— services
like heart bypass operations and joint replacements.

They are,

however, more likely to have a limb amputated (Mutchler and Burr
1991), which may be a reason for blacks to mistrust doctors and
hospitals.
Transportation and travel time to medical facilities
contribute to unequal access to health care for blacks.

Hospitals

and medical clinics are not located in or near neighborhoods in
which the residents are commonly low income people.

Due to defacto

racial residential segregation, many of these neighborhoods are
disproportionately black (Bergner 1993).

Most of these clinics

were established during the civil rights movement of the 1960s.
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President Johnson's efforts to help the poor and other
minority groups was characterized by the establishment of the
Medicaid and Medicare systems.

These programs were developed to

provide medical insurance to the poor because they had been
financially locked out of most private health insurance plans.

But

like most health insurance plans, Medicaid and Medicare commonly
had provisions that restricted eligibility and use of the services.
The program designers built the program to serve people like
themselves, which often left the poor and minority group without
insurance coverage (Bonnyman 1993; Waitzkin 1983).
Many of the government programs designed to help the
disadvantaged are unused by the group they were designed to help
(Waitzkin 1983).

When data regarding the use of these programs is

examined, the statistics indicate that Blacks comprise 30 percent
of the population living in poverty and 29 percent of the people
who qualify for Medicaid benefits (Bonnyman 1993).

However, blacks

use only 10 percent of the Medicaid funding provided for
intermediate care, and 9 percent of the care for the elderly in
nursing homes (Bonnyman 1993).
These figures indicate not only problems in the
administration of the government program but also patterns of
racial exclusion in nursing home care and other forms of
governmental health assistance.

Both the nursing home system in

the United States and the national health policy is based on an
individual's ability to pay, which certainly discriminates against
the poor and minorities who the least able to pay for these
services (Bonnyman 1993) .
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Military

Although there has been a lot of news about the medical
problems military veterans have suffered as a result of their
service to their country, there is no medical evidence that members
of the armed services suffer illness at a greater rate than the
civilian population (Cotton 1994).

In fact members of the military

have a longer life expectancy than members of the general
population (Moore 1993).

During their deployment in the Middle

East for the Gulf War, members of the U.S. Military believed they
were exposed to chemical agents that adversely affected their
health.

Troops sent to Somalia and Haiti for humanitarian reasons

were exposed to water-born diseases, poisonous snakes, and
illnesses common to those regions—illnesses for which U.S.

troops

lack the natural immunities people who are indigenous to the region
have (Auster 1993; Cotton 1994).

Exposure to these medical

maladies has been countered by education, vaccinations, and prompt
treatment.

In fact, members of the military are in better health

than civilians because of their access to medical resources. Sick
call is part of the everyday routine for a soldier.

During the

entire time of enlistment each platoon usually has a medic or
person who has medical training as a member.

Upon discharge,

veterans of the "service" have access to Veterans' Administration
hospitals, education assistance and other forms of assistance
designed as a reward for military service.
Service in the military also has a positive effect on the
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"life course" of an individual,

A study by Sampson and Laub (1996)

indicated that through resocialization, positive role models, skill
training, and financial support for higher education many people
who served in the armed forces were able to achieve a higher social
status than individual from similar backgrounds who did not serve
in the military (Sampson and Laub 1996).

As stated earlier, higher

SES improves the chance of receiving proper health care.

Marital Status

A person's martial status has been found to have an effect on
health status and use of medical service.

Being married provides a

social support system which fosters good health.

Mortality rates

are lower among married people, and the health of men receives a
greater benefit from being married than that of women (Umberson
1992).

Married persons are healthier (Verburgge 1985) because they

commonly refrain from life-style behaviors which can lead to
unhealthy outcomes.

A spouse commonly encourages an individual to

seek care for an illness and to follow up on treatment and
supplemental doctor visits (Verburgge 1985).
However it must also be noted that illness and bad health
practices may lead to a failure to get married.
there is an inherent bias in the data.

Consequently,

Marriages also, from time

to time, cause individuals to refrain from seeking medical
attention.

Moreover, fear of the high cost of medical bills, which

could have negative consequences on the family fiances, has been
known to cause individuals to put off seeking needed medical
attention (Verburgge 1985).
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For those who are married and do seek medical care the
survival and recovery rates are much higher than those who do not.
Marriage does alter an individual's lifestyle, which leads to
better health, but it does not offer protection against illness or
disease (Verburgge 1985).

When illness does occur, being married

decreases chances of mortality.

Region

Regional variations in the use of medical care are best
measured by examining the differences in the rates of disease and
treatment.

A 198 6 study on treatment of heart disease provided

information suggesting that there was a difference (Goldberg,
Hartz, Jacobsen, Krakauer and Rimm 1992).

The study used data

gathered from hospitals on treatment for heart disease given to
Medicare patients.
artery bypass graft.

The primary treatment examined was a coronary
The data showed that whites were 3,5 times

more likely to receive the graft than were blacks, and this
difference was more likely to occur in the southeastern region of
the United States.

When the numbers of doctors performing the

procedure increased, the number of whites who had the procedure
increased.

Increases in doctors did not increase the number of

procedures performed on blacks.
Another study examined the use of services by older adults in
North Carolina to see if there was a difference in the use rates of
medical care between rural residence and urban residence (Blazer,
Landerman, Fillenbaum, and Horner 1995).

Although most of the

population surveyed had Medicaid coverage, 25 percent of he rural
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residents put off seeing a doctor for treatment.

While the urban

residents did see a health professional more often than their rural
counterparts, 15 percent reported that they put off getting medical
care.

The primary reason given for not getting medical care was

lack of transportation to a medical facility, for both urban and
rural residence (Blazer et al. 1995)
The lack of transportation also affects a person's health
outcome in emergency cases.

The more quickly individuals can get

to a medical facility that is well equipped and designated as a
trauma center, the better their health outcome (Drezner 1990).
This is becoming an important factor as more hospitals consolidate
facilities and new hospital are being built with geographical
distance between them a real consideration.

Greater distance

between hospitals or to a hospital (for a person in need) decreases
the survival rates of patients (Drezner 1990).
Fewer medical facilities, greater travel distances, and lack
of transportation are all problems faced by persons in the rural
parts of the United States.

The southern and western regions of

the country are commonly considered to be the rural areas of the
nation. These regions are less densely populated, and the cities
are commonly spread further apart.
All these variables, both directly and indirectly, affect the
average number of doctor visits black men make per year.

By

examining the relation of each of these variables to the number of
visits, a better understanding of the social influences affecting
health care use may be gained.

CHAPTER IV
METHODS

Blacks use medical care at lower rates than do whites and
have higher mortality resulting from heart disease, cancer, and
other diseases (Lieu et al. 1993).

The poverty and lifestyle

associated with the low socioeconomic status of the majority of
black men often inhibits their access to and use of medical care
(Mutchler and Burr 1991).
A review of the literature has suggested that many variables
affect the amount of medical care black men receive and how they
obtain health services.
individual ages.

The use of medical service changes as an

A person's education, income, employment status,

and type of occupation also affect medical care usage.

Married

people seem to use health services more than do people who are not
married.

The region of the country in which a person resides may

affect the rate at which he uses health care.

The availability of

medical facilities and quality of medical facilities may vary from
one region of the country to another.

Another factor that affects

the medical-care use of black men is participation in the military
services.

The occurrence of each of these variables affects the

use of medical care by black men, but in different ways.
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Hypotheses

Using the conflict perspective and factors that the
literature indicates affect the use of health care services, the
following hypotheses were constructed and tested:
Predisposing Conditions
Hi

As the age of black men increases, the average
number of doctor visits per year will increase.

H2

Black men who are married will visit a doctor more
frequently than will those who are not.

H3

Black men who reside in an urban region of the
country will have more doctor visits than will those
who reside in other regions of the country.

H4:

Black men who have served in the military will have a
greater number of doctor visits reported each year than
will black men who did not serve in the military.

Primary Enabling Conditions.
H5:

Black men who are employed will report a higher
average number of doctor visits per year than will
those who are not employed.

H6:

AS the level of education of black men increases the
number of doctor visits will also increase.

H7:

AS the level of income of black men increases the number

of doctor visits will also increase.
Secondary Enabling Conditions
H8:

Black men who have some form of private health
insurance will visit a doctor at a higher rate than
will black men who do not have private health
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insurance.
H9:

Black men who receive Medicaid, Medicare, and other forms
of government-supported health payments will report a
higher average number of doctor visits per year than will
those who do not receive assistance.

H10: As the occupational prestige of black males rises so
will the number of doctor visits.
Indicators of Need
Hn:

As the number of medical conditions reported by
black men increases, the number of visits to a
doctor within a year will increase.

H12:

Black men who rate their health status as poor will have
a greater number of doctor visits per year than will
black men who rate their health as good.

Sample

The data used in this study were collected by the National
Center for Health Statistics (NCHS) through a National Health
Interview Survey (NHIS).

The survey was conducted using a

civilian, noninstitutionalized population of the fifty States
for the year 1992.
The NCHS divided the country into 1,900 relatively equal
geographical sections, which are called Primary Sampling Units
(PSU), from which a sample of 201 PSUs was selected.

The NCHS

used a multiphase interviewing procedure on a sample population
taken from the 201 PSUs, with an oversampling done on the black
population.

Interviewers asked more than 100 questions that
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provided information on each individual respondent (U.S.
Department of Health and Human Services 1992).

Analysis of Data

The National Health Interview Survey involved interviews
with 128,412 people nationwide.

For this paper the responses

of all men between the ages of 19 and 35 years was drawn in
order to understand what factors affected the rates at which
black men use health care.

To understand which factors are

involved the following statistical tests were performed: an
ANOVA, a t test, and a multiple regression.

The t test and

ANOVA were conducted to compare the mean differences of most of
the variables in this study.

A multiple regression analysis

was done to determine the level of importance and amount of
influence each of the independent variables has on the
dependent variable.

Model of Health Care Use

The variables for these statistical procedures were
suggested by research done in the mid 1970s by Aday and
Andersen (1975).

It had long been accepted that medical care

had a disproportionate use rate among certain demographic
groups in the United States.

The work of Aday and Andersen

was an attempt to address the difference in use rates.

Several

governmental commissions were formed to find ways to compensate
for the discrepancies in use rates, and from those commissions
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many new programs have been started.

Most of the new programs

and policies addressed the area of access to services and ways
to provide different regions of the country with more medical
and health-care facilities and increased staff to run those
facilities.

While developing these plans several access models

were developed.

One such model, which was designed by Aday and

Andersen (1975), examined the behavioral aspects of a family's
use of health services.
Aday and Andersen (1975) model can be distinguished by its
five components, the first of which is government health
policy.

In their model, health policy affected both the health

delivery system (component two) and the population's need
(component three).

These segments of the model interacted with

and reacted to the remaining two elements in the model:
utilization of service and satisfaction with services (Aday,
Fleming, and Andersen 1984).
Michael Millman (1993) developed a similar model to
measure access to health services.

Millman's model contains

four segments: barriers to service, use of service, mediators,
and outcomes.

The barriers in Millman's (1993) model—

availability of services, financial aspects, and personal
aspects—are called enabling aspects in Aday and Andersen's
model.
service.

Both models use number of visits to measure use of
Customer satisfaction and health status are used to

measure equity in access in the two models.
In both studies the models were used to measure equity of
access to medical care, which was perceived to be the problem
for the 1970s.

When the results of these behavioral models
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were analyzed, the suggested solution to the medical access
problem was to train more doctors and build more facilities.
So, at the government's insistence more people were encouraged
and financially assisted to become doctors.

These new doctors

were to provide more and easier access to all Americans, and
the nature of a capitalist economy would drive down cost
through a greater supply of service providers.

However,

current morbidity and mortality rates suggest that a disparity
in use of services still exists.

This researcher studied some

of the factors that affect the use of health care.
By using segments of Aday and Andersen's (1975) access
model along with portions of Millman's (1993) access model a
model of factors influencing utili zation of medical care by
younger black men can be constructed (see Figure 1).

A model

of health care use by black men would have four components.
The first three component—predisposing conditions, enabling
conditions, and perceived need—combine to affect the fourth
component—number of doctor visits each year.
The first component is one which examines an individual's
(or group's) predisposing conditions.

Predisposing conditions

consist of demographic structure variables, social structure
variables, and the availability of health services.
Measurements of age, race, and region of the country in which a
person lives are some variables of predisposing conditions that
are available in data gathered through the National Health
Interview Survey.
The second component of this model is the enabling
component.

Variables making up this component are education,
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income, marital status, employment status, and health
insurance.

Medicare and Medicaid benefits are also included in

the enabling component because they are forms of health
insurance.

The elements in this component, with the possible

exception of Medicaid and Medicare, are achieved by individual
efforts but are also greatly influenced by the individual's
predisposing conditions.

This component of the model accounts

for the ability of an individual to understand there is a need
for services and secure a method to pay for the needed
services.

The variables in this component of the model

independently and jointly affect the variables in the next
component of the model, the perceived need for service.
A person's health status and the number of medical
conditions from which he may suffer could influence his
perceived need for services.

A good or high rating of health

may, for some, lead to few, if any, doctor visits a year.
Health conditions that require medical attention may influence
an individual to see a doctor during the course of a year.

The

individual's perceived need for medical service is affected by
most of the variables in the enabling component of the model
(education, income, marital status, employment status, health
insurance, Medicare, and Medicaid).

The enabling variables

contribute to an individual's understanding of his health and
the ability to control detrimental medical conditions.
By using variables from the 1992 NHIS data set the use
model can be constructed (see Figure 1).

The variables of age,

region, veteran status, and marital status form the
predisposing conditions.
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Education, income, and employment status are variables in
the primary enabling component of the model.

Medicaid,

Medicare, occupational prestige, and insurance coverage form
Figure 1. Health Care Use Model
Predisposing
Conditions
Age

Primary
Enabling
Conditions

Secondary
Enabling
Conditions

Education

Insurance

Region

Indicators
of
Need

Measure
of
Use

Health Status
Employment

Veteran Status

Marital Status

Doctor Visits

Medicaid
Number of
Medical
Conditions

Income

Medicaid

the secondary enabling component of the use model.

The

self-rated health status and reported number of medical
conditions are used as indicators of perceived need, and the
number of doctor visits within a twelve-month period provides
the measure of health care use.

The variables that are used to

construct this model can also be referred to as the components
of "orientation" from Parsons' (1958) personal action system.
By conducting a correlation analysis between the intervalration independent variables and the dependent variable the
significance of the relation between the variable can be
measured.

The anova procedure was performed on the variable

region to determine if there was a difference in the average
number of doctor visits per year among the four different
regions.

A t test was performed to determine if there was a

difference in the average number of visits for several of the
dichotomous variables.

A

multiple regression analysis was

used to determine which of the independent variables have the
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most influence on the dependent variable of doctor visits.

A

path-model of health care use can be developed and tested byusing the beta weight calculated by the multiple regression
procedure (see figure 2.).

A path model will provide a logical

framework for determining which of the variables affect another
and to what degree.

Variables

The National Health Interview Survey questionnaire
consists of over 100 questions and was administered to 128,412
people.

Respondents to the survey provided the data used for

this study.

Information regarding the respondent's age, race,

employment status, education, income, use of Medicaid, use of
Medicare, use of private insurance, health status, and number
of medical conditions was used to provide the independent
variables in this study.

Information about a respondent's use

of medical care served as the dependent variable.
Dependent Variable
The dependent variable, doctor visits, is a measure of the
number of times the respondent had direct or indirect contact
with a medical professional (Benson and Marano 1994).

The

definition of doctor visits is so broadly constructed that it
includes any time an individual saw a dermatologist,
psychiatrist, or osteopath; had a prescription filled; received
medical advice; or saw a general practitioner (Benson and
Marano 1994).

Even though some of the "visits" may have been

longer than others and some may just have been casual
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conversations with a pharmacist, each counted as a doctor
visit.

Because the data for this variable were collected as

interval-ratio variables, they did not need to be recoded for a
multiple regression analysis.
Independent Variables
Information about the respondent's sex, age, race, marital
status, veteran status, education, income, occupational
prestige, employment status, region of residence, self-rated
health-status, and number of medical conditions was used to
create the independent variables for this study.

The

independent variables were divided into four different groups.
The four groups are predisposing, primary enabling, secondary
enabling, and perceived need.

The primary and secondary

enabling conditions as well as the perceived need variables are
affected by other variables and, in turn, affect other
variables.

The variables that comprise the predisposing

conditions are those variables in place before the respondent
considers seeking medical care.
Predisposing Conditions
The first of the independent variables is race.

While the

NHIS has respondent from a wide variety of ethnic backgrounds,
this researcher is examining the differences in health care use
between black and white males.

For that reason only black an

white males were selected from the sample.

For some of the

analyses done for this study the race variable was coded white
= 1 and black = 2 in order to see the differences between black
and white males use of health care.

For the multiple

regression procedures the race variable was coded white = 0 and
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black = 1.
The second variable is marital status.

The NHIS has

several differences for the question of marital status, but for
this study the variable was coded 1 for married and 0 for not
married.

The not married responses include those who were

never married, divorced, widowed, or single for any other
reason.

The literature suggests that married people have a

support system which enables and encourages visits to a medical
professional.
The third variable is military status.

This variable

respresents service in the army or national gaurd.

Members of

the military are usually of better health than the general
population because of easily available medical care.

Even

after their discharge from the military, veterans have access
to medical programs designed specially for them.

Individuals

who are not healthy are commonly discharged from the military
before their enlistment time expires.

By discharging

unhealthy servicemen the armed forces insure that all their
members have long, healthy lives.

The variable, military

status (veteran), was recoded 1 for military service and 0 for
no military service.
The fourth independent variable (region) represents the
part of the United States in which the respondent lives.

The

NCHS has divided the country into four geographic regions.
They are the Northeast, Midwest, South, and West.

Differences

in population density, availabity, and access to medical
facilities are related to the region of the country in which an
individual lives.
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A comparison between the average number of doctor visits
of urban males and rural males was used to determine how living
in a specific region affects use of medical care.

In addition

to using an anova procedure to test the difference in sample
means, the variable of region will also be used in the mulitple
regression to measure the effect region has on use of health
care.

When the data used in this study was originally

collected, the variable region was coded Northeast = 1, Midwest
= 2, South = 3, and West = 4.

This coding arrangement works

well for the ANOVA procedure but will adversely affect a
multiple-regression analysis.

For the multiple regression the

region variable will be into two different variable.
variables were coded region = 1 and region = 0.
repersents the most urban region of country.

The new

Region = 1

Region = 0 is a

combination of the other three region of the country and
represent the rural areas of the country.
For this study the previous variables are considered
predisposing conditions.

They are the variables affecting the

second phase on this analysis.

The second set of variables are

considered the primary enabling conditions.

They consist of an

individual's education, employment status, and income.
Primary Enabling Conditions
Three variables were used to construct the primary
enabling characteristics of this study.
variables is education.

The first of these

The variable education represents the

number of years of school an individual has completed.

The

manner in which the data were collected allows for a multipleregression to be performed without recoding the data.
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Employment status is the second variable of the enabling
characteristics. The variable employment represents a
respondents' employment status over the past two weeks.

For

this study the data was coded 1 for employed and 0 for
unemployed.
The third enabling variable is income.

The income

variable was collected as an interval-ratio variable, which
works well in a multiple regression analysis. There was no
reason for this variable to be recoded.
The primary enabling variables are affected by the
predisposing conditions.

And in turn the primary enabling

variables affect the secondary enabling conditions.

The

secondary enabling variables are medical insurance, medicaid,
medicare, and occupational prestige.
Secondary Enabling Conditions
Medicaid, Medicare, and private health insurance are all
forms of insurance which help to defray the cost of medical
care.

For this study the medical insurance variable has been

coded 1 if the respondent has medical insurance and 0 if the
respondent do not have private medical insurance.

Likewise,

the variables of Medicare and Medicaid are coded 1 if a
respondent has access to them and 0 if he doesn't.
The fourth secondary-enabling variable is occupational
prestige.

This variable is affected by an individual's

employment status.

Although there were several different

occupations reported, for this study they were condensed into
two groups: white collar jobs and blue collar jobs.

Persons

who reported that their employment was more blue collar were

coded as 0 while the responses which inferred that the
respondent had a white-collar occupation were coded 1.
The secondary enabling conditions independently and in
combination with previous variables in the model affect the
variables in the fourth step of the health-care use model,
which is Indicators of need.

The indicators of need variable

are self-rated health-status and number of medical conditions
Indicators of Need
Each of the male respondents to the National Health
Interview Study was asked to rate his health on a scale of 1
5.

For the survey a response of 1 = excellent, 2 = very good

3 = good, 4 = fair, and 5 = poor.
The second condition of need variable is number of
conditions.

Each respondent was asked the number of medical

conditions from which he currently suffered.

Data for this

variable were collected in a manner that would allow for
multiple regression analysis without recoding.

CHAPTER V
ANALYSIS

In an attempt to understand the factors which affect the use
of health care by black males, a secondary analysis of variables
selected from the 1992 National Health Interview Survey was
conducted.

The National Health Interview Survey was administered

to a sample of 128,412 individuals from the noninstitutionalized
civilian population.

From that sample a subset of the male

respondents over the age of 18 was selected for analysis (n =
23,440).

The analyses examined four different subgroups of the

male sample: all white males (n = 21,239), black males (n =2,201),
older black males over the age of 55 (n =226), and younger black
males under the age of 35 (n =997),

Through preliminary analysis

it was determined that there was not a statistical difference in
the number of doctor visits between white males (x = 2.78) and
black males (x = 2.25).

Correlations, t tests, ANOVA, and multiple

regression analyses were used in order to test hypotheses put forth
in chapter four concerning factors related to doctor visits for the
various black and white groups.

The multiple regression analyses

were used in path analysis models in order to determine how the
variables affected health care usage, to what degree, and to
determine what differences there were for white males, black males,
older black males, and younger black males.
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Thirteen independent variables were divided into four
different categories that influence the use of medical care (doctor
visits).

The four categories were predisposing conditions, primary

enabling conditions, secondary enabling conditions, and indicators
of need.

Together they determine the use of medical care as

measured by number of doctor visits.

When combined, the four

categories make up the medical-use model.

The first analyses of

this study were conducted on the predisposing conditions.
Hypotheses regarding the respondents' region of residence, age,
marital status, and military service, were examined using both
Anova and t-test analyses.

ANOVA

The ANOVA procedure is used to make comparisons among the
means of three or more groups in a sample.

ANOVA was used to

compare the mean number of doctor visits of respondents in the NHIS
sample for the four geographic regions and also to compare the
average number of doctor visits for subgroups of respondents in the
four regions.

The ANOVA procedure examined the mean number of

doctor visits among the four regions for five different
populations: all males above the age of 19, white males above the
age of 19, black males above the age of 19, black males between the
ages of 19 and 34, and black males above the age of 54.

The

purpose of using this procedure was to test the third hypothesis
that suggested that men who reside in urban areas of the country
will visit the doctor more frequently than will men who reside in
more rural areas.
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The only significant difference in the ANOVA analysis
occurred in the mean number of doctor visits for the variable of
region for all males over the age of 19 (see Table 1).
The average number of doctor visits per year for all men over the
age of 19 varies only slightly between regions.

The only

significant difference occurs between the northeast (x = 2.9) and
Table 1.

Average Number of Doctor Visits by Region of the Country for All Males

Doctor Visits

Region
All Regions

Northeast

Midwest

(x)

2.7

2.9

2.7

(N)

(23,440)

(4783)

(6105)

F = 2.69
regions.

South
2.5
(7447)

West
2.8
(5105)

p = .0445 The Tukey test revealed significant differences between the Northeast and the South

south (x = 2.5) regions.

Overall, men in the United States seek

medical attention fewer than three times a year.
The largest difference in the use rates among the four
regions was observed between black males in the northeast and
midwest regions (see Table 2).

Black males who reside in the

northeast region of the country have the highest average number of
doctor visits (x = 3.6), and those in the midwest have the lowest
average (x = 2.1).

None of the differences was significant.

In addition to examining the use rates for the region
variable, the ANOVA procedure was used to determine if there were
differences in average number of doctor visits for different age
groups.

A hypothesis put forth in the previous chapter suggested

that as the respondents' ages increase the number of doctor visits
will increase.

The variable age was recoded into three groups:

younger men (18 to 34), middle-aged-men (35 to 54), and older men
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(55 and above).

The ANOVA analysis was used to examine the mean

number of doctor visits for each of the three groups.
The analysis determined that there was a significant
difference between groups.

The mean number of doctor visits for

the younger respondents (x = 2.3) was significantly lower than that
of middle-aged men (x = 2.9) and older men (x = 3.6).

There was

Table 2. Average Number of Doctor Visits by Region of the Country for Black Males
Region

,

,

Doctor
Visits
x
(N)

All Regions
2.5
2201

Northeast

Midwest

West

South
2.5

3.6

2.1

2.2

(404)

(426)

(1150)

(221)

F = 2.2322, p = .0826

also a significant difference between the middle-aged respondents
and the older respondents.
The fact that the mean number of doctor visits increased as
the age of respondents increased (2.3 to 2.9 to 3.6) supports the
hypothesis put forth earlier in this study.

Older male

Table 3. Average Number of Doctor Visits Per Year by Age (Recoded) for All Males
Ages
Doctor
Visits
x
(N)

All
Regions

Younger
(19-34)

Middle Aged
(35 - 55)

Older
(56 and above)

2.7

2.3

2.9

3.6

23,440

(9429)

(10848)

(3163)

F = 36.311, p = .0000

respondents had more visits than did middle-aged male respondents,
and middle-aged male respondents had more visits than younger
respondents (see Table 3).
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Tests of Means

A number of t-tests examined the positive or negative effects
various independent variables had on the dependent variable of
doctor visits.

Comparisons were made between members of the sample

who were married, were veterans of the military, were employed,
resided in an urban region, used Medicare, used Medicaid, had
health insurance, and were employed in a white- collar job against
those who were not.

The results of t tests comparing the mean

number of doctor visits for those variables is presented in Table
4.

For the entire sample of males marital status was the only

variable with no significant difference.

Men who were married did

not have significantly more doctor visits than did unmarried men.
Table 4. Differences in the Mean Number of Doctor Visits for All Males, White Males, and Black Males
by Selected Independent Variables

_ _

Mean Number of Doctor Visits Per Year
All
Males

Demographic
Independent
Variables
Yes
Marital Status
(Currently
Married)
Veterans
(Served in
Military)

2.81

3.24

White
Males
t

No

P

Yes

No

Black
Males
t

P

Yes

No

t

P

2.60

1.68

.092

2.82

2.66

1.19

.233

2.71

2.23

1.20

.230

2.56

5.48

.000

3.29

2.58

5.45

.000

2.79

2.42

.92

.357

Employment
(Currently
Working)

2.63

4.56

-5.43

.000

2.67

4.46

-5.74

.000

2.21

5.09

-1.86

.064

Region (Urban)

2.99

2.69

2.10

.036

2.93

2.74

1.43

.154

3.64

2.26

1.66

.98

Medicare

5.07

2.67

5.64

.000

5.13

2.69

5.40

.000

4.28

2.47

1.89

.064

Medicaid

5.65

2.72

3.21

.001

6.20

2.74

3.03

.003

3.70

2.48

1.37

.176

Private
Insurance

2.91

2.11

5.68

.000

2.94

2.06

6.04

.000

2.57

2.39

.38

.703

Occupation
(White Collar)

2.87

2.64

2.20

.028

2.92

2.63

2.67

.008

2.18

2.69

-1.44

.151

N

23,440

21239

2201
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The variables that displayed sigificant differences for all
males did not have the same effect when examinations were made for
black males and white males.

The average number of doctor visits

for white males was significantly different for all the variables
tested except marital status and region of residence.

White males

who were married visited a doctor at the same rate as those who
were unmarried.

Those white males who lived in urban areas of the

country saw a doctor at the same rate as those who lived in nonurban areas.

None of the variables examined displayed significant

Table 5. Comparison of the Mean Differences in the Number of Doctor Visits of All Black Males, Young
Black Males, and Older Black Males When Affected by Selected Independent Variables
Mean Number of Doctor Visits Per Year
Independent
Variables

All Black
Males

Yes

Older Black Males
(55 and Above)

Young Black Males
(19 - 34)

No

t

P

Yes

No

t

P

Yes

No

t

P

Marital Status
(Currently
Married)

2.71

2.23

1.20

.230

2.95

1.88

1.32

.189

3.08

3.44

-.37

.710

Veterans
(Served in
Military)

2.79

2.42

.92

.357

2.19

2.42

-.32

.751

2.97

3.43

-.63

.532

Employment
(Currently
working)

2.21

5.09

-1.86

.064

2.07

4.70

-1.01

.316

3.16

3.60

-.47

.647

Region
(Urban)

3.64

2.26

1.66

.98

4.14

2.01

1.17

.243

5.48

2.73

1.73

.092

Medicare

4.28

2.47

1.89

.064

2.60

2.38

.11

.918

4.69

2.76

1.63

.101

Medicaid

3.70

2.48

1.37

.176

2.40

2.38

.02

.983

5.8

3.12

.98

.379

Private
Insurance

2.57

2.39

.38

.703

2.50

2.18

.43

.670

3.24

2.85

.38

.707

Occupation
(White
Collar)

2.18

2.69

-1.44

.151

2.08

2.55

-.72

.469

3.70

2.98

.77

.443

N

2201

987

226

differences in the number of doctor visits per year for black males
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(see Table 5).

Differences were in the direction suggested by the

hypotheses but were not large enough to be statistically
significant due to the smaller sample size of black males.
When the effects of the independent variables on the mean
number of doctor visits for younger and older black males were
examined, the results were similar to those of the entire black
population.

There were no statistically significant differences in

doctor visits for any of the independent variables (see Table 5).

Correlation Analysis

The effects of age, educational attainment, income, health
status, and number of medical conditions on the number of doctor
Table 6. Correlations of Selected Independent Variables on Number of Doctor Visits by Race and Age
Correlation of Doctor Visits with Demographic Variables
Independent
Variables

All
Males

White
Males

Black
Males

Young Black
Males

Old Black
Males

Age

.063

.067

.035

.039

.138

P

.000

.000

.049

.112

.019

Education

.018

.020

-.002

.057

-.056

P

.003

.002

.457

.036

.201

Income

.018

.020

-.004

.017

.083

P

.003

.002

.434

.300

.107

Health Status

.170

.170

.179

.181

.232

P

.000

.000

.000

.000

.000

Number of
Medical
Conditions

.271

.278

.220

.201

.287

P

.000

.000

.000

.000

.000

N

23,440

21,239

2201

987

226

visits were determined by examining the correlations of the
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interval/ratio independent variables and the dependent variable of
doctor visits.

All of these variables exhibited positive

correlations with the number of doctor visits for all males.

The

strongest correlation was between doctor visits and number of
medical conditions (r =.271; see Table 6).
The ANOVA tests, the t-tests, and the correlation analysis
provided information about the differences in and the relationship
between the mean number of doctor visits and various independent
variables in several different groups.

However, these tests do not

suggest which of the variables provided the greatest influence in
the use or non-use of medical care.

To get that information

multiple regression analyses were conducted.

Multiple Regression

Multiple regression analyses were used to determine the
combined effects of all of the independent variables on doctor
visits.

Path analysis models, consisting of a number of multiple

regression analyses, were constructed for four subgroups of the
original sample.

The four subgroups were white males, black males,

black males over the age of 55, and black males under the age of
35.

Comparisons were made between the medical-use models for both

black and white males in order to determine the differences and
similarities in the independent variables' influences on number of
doctor visits.

Models of the younger and older black populations

were constructed to determine if there were differences in how and
to what degree the independent variables affected the use of
medical care.

A number of independent variables had direct, significant
effects on doctor visits for white males.

The information shown in

Figure 2 and Table 7 indicates that all the independent variables
except marital status, veteran status, and occupational prestige
have a direct influence on medical use for white males.

Of the ten

variables that had direct effect, employment status was the only
one having a negative effect.

The variables of region, age,

education, Medicaid, Medicare, insurance, and income all had an
indirect effect through other independent variables.

Military

service and marital status, the only two predisposing-condition
variables which did not show a direct effect, had an indirect
effect on doctor visits through other variables.

Of the

Table 7. Beta Weights* for the Multiple Regression Variables Which Influenced Doctor Visits For White
Males.
Independent
Variables

Region

Dependent Variables

Emplo

lnco

Educ

-.019

.103

.049

.120

.120

.140

.140

Age
Marital status
Military Service

.066

Occp

Insu

Maid

Mcar

.030
.056

-.018

Neon

Hstat

Dvl2

-.037

-.037

.015
-.024

.146

.489

.170

.056

-.100

-.015

-.017

-.024

-.027

.031

-.018

-.066

-.050

-.035

-.019

.126

-.104

Education

.387

.146

-.036

-.019

.037

.020

Income

. 1L j

.260

-.084

-.125

-.056

.031

Employment Status

-.032

Occupational
Prestige
Medicaid

.050

Medicare

.041

Insurance

.020

.036

.022
-.047

Number of
Medical
Conditions

.042

.241

Health Status

R2

.027

.108

Mixmmtm. vMmtmx Mtmfzmm. iwmjlmmm
.009

.056

.003

.21

.198

*only beta values significant at p < .05 are displayed in the table.

.024

.207

.051

.107

.091

Figure57.Path Model of Variables Influencing Doctor Visits forYoungBlackMales.

Predisposing
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Enabling
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Enabling
Conditions

Employment
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Need
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Status

Military
Service

Medicaid
*>¥
Income

Occupation

Docto
Visits

Medicare

Marital
Status
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Number
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Conditions
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ten variables that had a direct effect on doctor visits, number of
conditions (.241) and health status (.108) had the greatest
influence for white males.

The hypothesized arrangement and causal

sequencing of the independent variables into predisposing variables
that affect primary enabling variables go on to affect secondary
enabling variables that subsequently affect indicators of need that
in turn have the most direct influence on doctor visits (use) was
supported in the case of white males.
As can be seen in the path model in Figure 3 and the data in
Table 8, the number of conditions (.180) and health status (.126)
were the two independent variables with the strongest direct effect
on average number of doctor visits, just as was the case for white
Table 8. Beta Weights* for the Multiple Regression Variables Which Influenced Doctor Visits for All
Black Males
Independent
Variables

Dependent Variables
Emplo

Inco

Educ

Region

.114

.043

Age

.060

-.201

-.055

.230

.058

-.053

.060

.150

.068

Marital status

.095

Military Service

•Hi

Employment Status
Education

w

m

Occp

mm®

.158

.074

.059

.179

.095

m m w

.280

• "

-.201

mmmm

Health Status

fff§ff§§ iiiiiiiip
.012

.085

JHHR

-.082

-.089

.276

-.089

-.087

-.075

-.052

-.135

M W

•H
.074

•1111 i f l l
•
*
lllllllll
|||§|||§
111111 H H P
fjg||I • 1 1 1
• l l i l
•SSI

•Hi • H

jjlljjIP

.045

.184

-.080

i fKm•Hi
H flllliP

Number of
Medical
Conditions

R2

.060

iiiii§IIP iiiiiiiiii
si
I

Dvl2

Hstat

WMWMW1

Medicare
Insurance

Neon

-.097

ilSlSi f j j j j M
|§l§|§§fp

||||1||||P

Medicaid

Mcar

.387

.172

lllllllip

Occupational
Prestige

Maid

-.093

.102

Income

Insu

.070

.206

Wmtmm
Wmmiim
wmimmi

w

wm§m
.062

.141

.058

.113

.180

.126
.072

•only beta values significant at p < .05 are displayed in the table.

males.

The number of medical conditions had less influence in the

Figure 3. Path Model of Variables Affecting Doctor Visits for Black Males.

Predisposing
Conditions

Primary
Enabling
Conditions

Secondary
Enabling
Conditions

Indicator
of
Need

.184

Measure
of
Use

en
fO

black male model than in the model for white males, and health
status for black males had a greater influence on the number of
doctor visits.
Two other independent variables had a direct effect on the
number of reported doctor visits.
status.

They were region and employment

Region of the country had a slightly weaker effect on

doctor visits than did the other independent variables.

Employment

status had a moderate negative effect on doctor visits.

The

indirect effects of the predisposing conditions, the primary
enabling conditions of employment status and income, and the
Table 9. Beta Weights* for the Multiple Regression Variables Which Influenced Doctor visits for Black
Males Under the Age of 35
Independent
Variables

Dependent Variables
Emplo

Region

Inco

Educ

Occp

Insu

Maid

Mcar

Neon

Hstat

.159

.067

Age

.145

Marital status

.067

.085

.133

.069

.092

Military Service

-.065
-.066

.154

Employment Status

I 1r ,P. P.,r
P

mm

Education

mm

Income
Occupational
Prestige

WmmB'

-.168

.141

-.170

.136

.156

-.072

.080

.243

-.103

-.078

-.119

.087

-.097

-.110

.133

.107

vmMmmi
•VtiMMW/W/.

ifllllllllP

Medicare

m

m

•

l

l

-.074

Insurance
vmMmm

Number of
Medical
Conditions

R2

-.080

Wlmm/

Medicaid

Health Status

Dvl2

111111
l l l i l
pfiiiiP
jjjjjjm
.009

mmmm
.042

.021

.012

mm
mam

• H i

w m m
||||||||||p

81111
.170

.054

.019

.031

.082

.171

.151
.079

•only beta values significant at p < .05 are displayed in the table.

secondary enabling condition of Medicare—as they operated through

Figure 4. Path Model of Variables Influencing Doctor Visits for Young Black Males.
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Enabling
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Enabling
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Measure
of
Use

U1

health status and number of conditions—is shown in Figure 3.
There were five variables—health status (.151), number of
conditions (.171), region (.067), employment status (-.078) and
education (.087)—that had a direct effect on doctor visits in the
path model for young black males.

The first four of these

variables had effects for young black males similar to those for
all white and for all black males.

Education had a direct positive

effect for young black males but a weak indirect effect on the
number of doctor visits for white males, black males, and older
black males.

See Figure 4 and Table 9.

Table 10. Beta Weights* for the Multiple Regression Variables Which Influenced the Number of Doctor
Visits for Black Males over the Age of 55
Independent
Variables

Dependent Variables
Dvl2

Marital status
Military Service
Employment Status
Education

m

H

Income

•

H

I

m

i

Occupational
Prestige
5? ijli'lV^'/ C')'

'^fflffl).WA

p

—

Medicaid
m

m

iiiiiiiip

m

m

m

%

Medicare
Insurance
Number of
Medical
Conditions
ftwfS^v

f'MMimiiWm 4mm

itfftwt

Health Status

*only beta values significant at p < .05 are displayed in the table.

Many of the variables that affected the number of doctor

Figure 5. Path Model of Variables Influencing Doctor Visits For Older Black Males
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visits for whites, all blacks, and young black males did not have
an influence on older blacks.

Region (.167), income (.222), health

status (.189), and number of medical conditions (.217) were the
variables that had a direct effect on the number of doctor visits
per year, with income having the largest influence.

The number-of-

medical-conditions variable had a direct effect on doctor visits
without influence from other preceding independent variables.

See

Figure 5 and Table 10.
The path analyses indicated that for white males, black
males, young black males, and older black males only one
predisposing condition had influence on the number of doctor
visits.

Region of residence had a direct effect on doctor visits

in each of the path models.

Age had a direct effect on doctor

visits for white males and all black males, but not for younger or
older blacks.

Military service and marital status did not have a

direct effect in any of the path models.
The primary enabling conditions—education, employment, and
income—affected doctor visits in each of the models.

Income had a

direct effect on doctor visits in the white-male model and the
older black-male model.

Employment status influenced doctor visits

directly in all the models except the one for older, black males.
Education, the third primary enabling condition, had a direct
effect on doctor visits for all white males and for young black
males.

Education did not have an effect on doctor visits in either

the older-black male or the all-black models.
The influence the secondary enabling conditions had on the
number of doctor visits varied from model to model.

For all white
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males Medicare, Medicaid, and insurance had positive direct
effects.

For all black males insurance and Medicaid had no

significant effect.

For young black males insurance and Medicare

had indirect effects on the number of doctor visits.

In the older

black-male model none of the secondary enabling conditions had an
effect on the number of doctor visits.

The occupation variable

(white collar or non-white collar job) had an indirect effect on
doctor visits in the white-male path model but was not a
significant influence in any of the other models.
Health status and number of conditions, the indicators of
need, positively affected the number of doctor visits in all four
of the models.

Number of medical conditions had a slightly greater

influence on doctor visits than did health status in three of the
four groups.

For older black males, for example, the number of

doctor visits was influenced by number of medical conditions
(.217) more than it was by health status (.189).
By examining the path models created from the multiple
regression analyses for each of the four groups it can be seen that
there were differences in the effect the 13 variables had on doctor
visits.

In the white male model all the variables had at least an

indirect effect while in the older black male model just over half
of the variables used had an influence on doctor visits.
Insurance, Medicaid, and Medicare had a direct effect on the number
of doctor visits in the all white male model only.

CHAPTER VI
DISCUSSION AND CONCLUSIONS

The purpose of this research has been to examine the factors
that influence the use of medical care by black males.

The

examination was accomplished by comparing the number of doctor
visits of white males, black males, black males between the ages of
19 and 35 years, and black males over the age of 55.

The influence

of several demographic variables—region of residency, marital
status, educational attainment, employment status, type of
employment, income, use of private insurance, use of Medicare, use
of Medicaid, self-rated health status, and number of medical
conditions on the number of doctor visits—was compared for white
males, black males, young black males, and older black males.

A

combination of the conflict perspective, formal-rationality, sick
roles, and social learning theories was used to explain how black
males think about the use of medical care.

Secondary analysis was

performed on data from the 1992 National Health Interview Survey to
determine if there were differences in the use rates and what
factors influence doctor visits.

Findings

The average number of doctor visits for males over the age of
59
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19 for all groups was almost three per year.

Although a larger

difference between the number of visits per year between black
males and white males was expected, the difference that did exist
was not significant.
The fact that there were no differences between the number of
doctors visits by race was surprising.

It was believed that the

differences in life expectancy were associated with black males not
seeking medical attention at the same rate as whites males.

As

this research indicates, black males see the doctor at about the
same rate as white males.

The differences in life expectancy

appear to be related to factors other than doctor visits.
There is no difference in the average number of doctor
visits, but are there variations in how the medical use model works
for black males and white males?

Tests of the model reveal

differences in the effect the selected demographic variable had on
doctor visits by race and age.

The result of an analysis of the

variables in the first step in the model, the predisposing
conditions, will be discussed next.
Age of the respondent did have an influence on the number of
doctor visits per year.

The first hypothesis suggested that as age

increases the number of doctor visits would increase.

Young males

(19-34) averaged 2.2 visits per year, middle-aged males averaged
2.9, and older males averaged 3.5 visits per year.

Previous

research had implied that older males would have more medical
visits because they have more medical conditions.

The findings in

this research support previous findings.
The second hypothesis stated that being married would
increase the number of doctor visits a man would have per year.
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The results of this research indicated that there were no
significant differences between the number of doctor visits for
married males and unmarried males.

When the race of the

respondents was considered, there were still no significant
differences in the doctor visits between married and unmarried
males.

The literature regarding marriage and the use of medical

care suggested that being married would provide black males with a
stable support system which would encourage them to maintain good
health by seeking medical attention.

Because married males and

unmarried males had about the same number of doctor visits per year
it may be concluded that unmarried males have developed a support
system which replaces a spouse.

Or, the support system a spouse

would supply may not be as important as previously thought.
There were regional differences in the use of medical care.
Respondents in the northeast region of the country had
significantly more visits per year than respondents in the south
region.

This finding lends support to the fourth hypotheses which

suggested a relation between the use of medical care and a
respondent's region of residence.

Males who live in more urban

areas visit doctors more than do males in rural area.

The

difference in use by region for black males was greater than it was
for all males.

Black men who lived in the northeast averaged 3.6

doctor visits per year while their counterparts in the midwest
averaged 2.1 visits per year.

It holds that men who live in an

urban area average more doctor visits regardless of race.
The fourth hypothesis suggested that men who had served in
the military would average more doctor visits than would men who
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did not serve in the military.

White males who were veterans did

average more doctor visits than did white males who were not.

For

black males military service did not influence the number of doctor
visits per year.

Black males who served in the military were

expected to have more doctor visits per year because of their
access to veterans' benefits.

Access to Veterans' Administration

doctors and hospitals was expected to increase the number of doctor
visits for black males.

Perhaps the location of the hospitals or

limits on the amount and type of care a veteran can receive has
kept the average number of visits equal to that of non-veterans.
Another possibility is that black males who were not members of the
military have used available medical services at rate which equaled
that of their military counterparts.
The variables in the predisposing condition step of the
medical-care-use model had a more positive effect on the number of
doctor visits for white males than for black males.

The results

for young black males and older black males were similar.

Age is

the only variable that caused an increase in the number of doctor
visits for older black males but not for younger black males.
Region of the country—rural areas versus urban areas—had a
significant effect on the average number of visit for all males.
In the second step of the medical-care-use model three other
variables were tested.

The effects of employment status,

educational attainment, and income have on the number of doctor
visits have long been thought to be positive.

Each of the

variables would provide the means for a specific population to
afford medical care.

But the results did not support these
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beliefs.
Employment status of the respondents had a significant
influence on doctor visits but not in the commonly expected manner.
Employment status for all groups had a negative influence on
average number of doctor visits.

All males who reported being

unemployed visited the doctor more times a year than did men who
have jobs.
puzzling.

The negative influence of employment status is quite
Perhaps black males who are employed can not make

arrangements to visits a doctor during the time they are at work.
If that is the case, having a job would create a barrier to health
care.

But, having a job should provide black males with the

ability to pay for health care with employer- supplied health
insurance or the money to pay for medical treatment.

Maybe

unemployed males had more doctor visits because they needed to
continue to seek medical care in order to remain home from work, or
perhaps they were not working because their health was too poor.
Those black males who were unemployed and had higher average
numbers of doctor visits than employed black males may be on
medical or disability leave and are visiting a doctor more as part
of their treatment.
The influence education has on doctor visits was significant
for white males but not for blacks males.

Education's effect was

weak for white males, while for black males the effect was
negative.

The hypothesis regarding education implied that as

education increased, the average number of doctor visits would also
increase.

For white males that hypothesis holds true but not for

black males.

For young black males the variable of education had a

significant positive effect.

Young black males, like white males,

have access to a better education system than did older black
males.

Education has provided white males and young black males

with knowledge of the benefits of a healthy lifestyle and
preventative medical attention while older black males have yet to
learn those lessons.
Income had differing influence on doctor visits for black
males and white males.

Income did not have a significant influence

on the number of doctor visits for black males of any age group.
Doctor visits for white males were significantly affected by
income.

These results of the correlation of income with doctor

visits for black males did not support the hypothesis regarding
income and doctor visits.

Income should have given black males the

money to pay for medical attention.
these results best.

Formal-rationality may explain

If black males are earning enough money to pay

for health care and yet income does not significantly affect the
average number of doctor visits, then it may be assumed that for
black men the cost of medical attention is not worth the money.
Or, more realistically thinking, there are other expenses which
have a higher priority than medical care.

Black males may be

deferring medical care and be purchasing essentials instead.
The primary enabling conditions provided means to get more
medical attention for white males but offered little assistance for
black males.

There were no differences between younger black males

and older black males.

The primary enabling condition did not help

black males get medical attention.
Variables which construct the secondary enabling conditions
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represent different forms of insurance which can be used to pay for
medical care.

Medicare and Medicaid are governmental insurance

programs that help older and poorer Americans pay for medical
attention.

The insurance variable represents access to private

insurance.

Insurance provided by employers or purchased by an

individual helps to offset the cost of medical care.
Occupational prestige, or type of job, is the fourth variable in
the secondary enabling step of the medical-use model.

It divides

employment into two categories: white collar and non-white collar.
The tenth hypothesis suggested that males who have white-collar
employment would have more doctor visits per year than those
employed in non-white-collar jobs.
Medicare and Medicaid were both positively correlated with
doctor visit for white males.

Black males reported no differences

in number of doctor visits for those who used Medicare and/or
Medicaid.
them.

These results run contrary to the hypotheses regarding

For younger black males and older black males the results

were the same; neither Medicaid nor Medicare helped to increase the
number of doctor visits per year.

The failure of Medicare and

Medicaid to significantly influence the doctor visits of black
males may be related to the bureaucracy which surrounds the Federal
health-care system.

The Medicare and Medicaid health systems have

restrictions which make them difficult to use and may discourage
their use by black males.
The other two variables which make up the secondary enabling
conditions had no significant influence for any of the groups
Neither using private insurance or having a white collar job
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contributed to increases in the number of doctor visits per year.
The fact that private health insurance did not have a significant
influence on doctor visits may be related to the high deductibles
and the fear of losing coverage (in the case of private insurance)
due to use.

The nature of white-collar employment should have

enabled white-collar employees the chance to leave work and seek
medical attention with little loss of income or risk of losing
employment.

However, they had a number of visits similar to that

of blue collar workers.

It appears that men who are employed are

so involved with their work that they will not allow illness to
interfere with earning more money.

It may be that people with

higher-level jobs exercise more caution in regard to health
behavior so they will not miss work.
The fourth step in the medical use model is the conditions of
need.

Two variables comprise this step: number of medical

conditions, and self-rated health status.

Both of these variables

were positively correlated with doctor visits for all four groups
of males.

Number of medical conditions had a significant influence

for all groups.

The number of doctor visits of older black males

was influenced most by number of medical conditions; the number of
doctor visits for white male was influenced by number of medical
conditions only slightly less.

The number of medical conditions

was expected to have an effect on doctor visits for older males
because an aging human body inherently needs more care in order to
continue to enjoy good quality of life.

White males and young

black males were expected to have healthier lifestyles and few if
any medical conditions.

Perhaps the access to information on
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illness has influenced white males and young black males to visit
doctors when that feel they have symptoms of an illness.

Education

and medical information provided to the general public may have
increased the recognized symptoms of illness experienced by white
males and young black males.
The influence self-rated health status had on number of
doctor visits was similar for white males and young black males.
The influence was sightly higher for older black males.

While the

relation between doctor visits and the number of medical conditions
implied that young black males and white males were seeking medical
attention because they thought they were sick, this finding
contradicts previous studies that found that young people do not
seek care because they believe that they are invincible and rate
their health as excellent (Jennings 1995). This macho-male attitude
has fueled many bad decisions, and it may be responsible for the
life expectancy for black males being shorter than it is for white
males.
Testing of the variables in the medical use model indicates
that there is little difference in the number of doctor visits per
year for all groups,

but the variables which influence white

males to use medical care do not influence black males to seek
medical attention.

When the same variables are used to compare the

differences in the number of doctor visits for young blacks and
older blacks few differences were found.

Age had the largest

influence for older blacks while education influenced young black
males to visits the doctor more than other variables.
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Limitations of the Study

One of the limitations of this study was the method in which
the data were collected.
medical care.

There was no clear measure of the use of

Number of doctor visits, the dependent variable of

this study, was a measure of doctor visits in person or through a
phone conversation.

Any type of examination, diagnosis, treatment,

or advice given by a doctor or someone working under a doctor's
supervision was also considered a doctor visits (Benson and Marano
1994).

This method of measuring doctor visits probably inflated

the average number of doctor visits for individuals who were more
affluent, people who could have easy access to medical personnel
and medical information.

People who are members of a lower

socioeconomic class would not have had the access of their highersocial-class counterparts.

Changes in the method of measuring

doctor visits would improve the quality of the data and the results
of this study.
The small size of the sample of black males used in this
study presented another problem.

The white male sample was so

large that most of the statistical measures were significant.
The opposite effect occurred for black males, even though there had
been oversampling to increase the number of blacks in the sample.
Surveying more blacks would have improved the study.
The data in this study were gathered through interviews in
the respondents' homes.

These interviews gathered information

about all the residents of the home.

In most cases one person

responded for all the residents of the home.

The respondents were
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asked questions relating to their health and welfare for two weeks
prior to the interview.

Information about the respondent's latest

two weeks was then extrapolated to represent the entire year.
Collecting data in this manner often provides an inaccurate picture
of the respondent's life.
When the 1992 National Health Interview Survey was conducted,
the country was divided into four geographic regions for the
purpose of comparison.

There are stark differences in the

geographic and population makeup between the four regions, and
there are differences within each region.

Further division of the

country would have provided additional ecological information about
factors which affect the use of medical care.

Suggestion for Future Research

Future research on the use of medical care of black males
will provide information which may increase the life expectancy and
improve the quality of life for a group of people whose health
needs have not been an area of study.

One method of research that

may provide more information would include the use of qualitative
research methods.

Using qualitative research methods would provide

a researcher the chance to ask black men when they last they saw a
doctor, why they sought medical attention, and whether they
followed the doctor's advice as well as a chance to investigate a
better question—why do black men not seek medical attention more
often?

An answer to that question may help remove barriers to

health care for black men and possibly lead to an increase in the
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life expectancy of black males.
By limiting the research of this paper to a quantitative
framework, as many questions were created as were answered.
Quantitative statistical results are good for making
generalizations about a specific population, but this method of
doing social research often encourages the investigator to abandon
or overlook the theoretical perspectives which were used to frame
the research.

Quantitative research does provide a reliable tool

for studying a social issue, but does it provide a valid assessment
of the preceived problem?

The results of the research done in this

paper suggest that a qualitative research project should be done as
a follow up.

A qualitative study of the use of medical care by

black males may support the results of this study, or perhaps it
may contradict the results given here.

Either way, qualitative

research will help a social researcher refine the instrument for
gathering data and improve the accuracy of the study.

Then, a

survey using questions dictated by the qualitative study may
produce more valid responses.
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